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fortification would have to be introduced since it is difficult to obtain 1500 mg/d of calcium from the diet. 4 Even though some of the variables examined in our study were statistically associated with calcium intake, the absolute differences in calcium intake between subcategories of the variables were small. Thus none of the variables analysed in our study can be used for targeting health information on an increase in calcium intake in subgroups of the population. * The study group Diagnostics) . This has been validated in an Auckland outpatient sample against a rapid urease test (sensitivity 96%, specificity 67%) and a '3C urea breath test (sensitivity 91%, specificity 82%).5 The Cochran-Mantel-Haenszel statistic was used to compare adjusted H pylori seropositive proportions, and adjusted means were calculated using SAS (SAS Institute, Cary, NC). There was no design effect (d = 0.79) due to clusteredsampling;6 therefore, the effect of workplace variation has not been controlled for in analyses.
Results: The proportion of subjects seropositive for H pyloni varied with ethnic group (Pacific Islanders 73.2%, Maori 57.4%, Europeans 35.8%, p<0.001); increased with age (40-49 years 48.0%, 50-64 years 63.4%, p= <0.001); but was similar for men and women (55.6% and 55.7%, respectively, p = 0.98). Adjusting for age and ethnicity, H pylori seropositivity did not vary significantly: with socioeconomic status being 49.7% in the highest groups 1 and 2 compared with group 3 (52.8%, p=0.36), group 4 (60.6%, p=0.06) and groups 5 and 6 (56.6%, p =0.30); nor did it vary significantly between participants doing vigorous leisure time activities (54.9%, p = 0.09) or moderate activities (54.3%, p =0.26) compared with inactive participants (60.9%).
Adjusted mean levels of blood pressure, total cholesterol, fasting triglycerides, and fasting glucose were similar for seropositive and seronegative groups ( 
